Some women with irritable bowel syndrome date the onset of symptoms to previous hysterectomy. To assess prospectively the incidence of gastrointestinal symptomatology arising de novo after hysterectomy, and to study the effect of surgery on pre-existing symptoms, 205 women completed a symptom questionnaire before and six weeks and six months after surgery. Beforehand, symptoms suggestive of irritable bowel syndrome occurred in 22% of patients. At six months after operation, 60% of these had improved or were symptom free while 20% had increased symptomatology. New 
Gynaecological and gastroenterological practice often overlap. Women attending gynaecological IBS=irritable bowel syndrome.
clinics with pelvic pain have a high prevalence of symptoms suggestive of irritable bowel syndrom,' 2 and bowel habit and abdominal symptoms can vary with the menstrual cycle.Ì n addition, it is not uncommon for women attending gastroenterological clinics with irritable bowel syndrome to date the onset of their symptoms to previous gynaecological surgery, particularly hysterectomy. There is, however, no prospective data concerning the relation between hysterectomy and irritable bowl syndrome, and it is possible that some women who present with irritable bowel syndrome after' surgery have had similar symptoms before their operation. `6 This study aimed to assess prospectively the incidence of symptoms suggestive of irritable bowel syndrome arising de novo after hysterectomy and to study the effect of surgery on preexisting gastrointestinal symptomatology. Data were analysed using a computer database and gastrointestinal symptomatology classified into the following subgroups:
(1) Constipation predominant irritable bowel syndrome (constipation plus non-menstrual abdominal pain and distension).
(2) Diarrhoea predominant irritable bowel syndrome (diarrhoea plus non-menstrual abdominal pain and distension).
(3) Alternating type irritable bowel syndrome (alternating diarrhoea and constipation plus nonmenstrual abdominal paid and distension).
(4) Non-irritable bowel syndrome pain (nonmenstrual abdominal pain with no disturbance in bowel habit).
(5) Painless constipation. (6 encing symptoms suggestive of irritable bowel syndrome six weeks and six months after hysterectomy, and in half of these symptoms occurred more than once per week (Table I) . Again, the constipation predominant subtype occurred most frequently (Table I) . Comparison with preoperative symptomatology showed no significant changes in the proportion of patients in the various symptom groupings with the exception that the proportion of patients with abdominal pain and no bowel disturbance (nonirritable bowel syndrome pain) had fallen by one third at six months (p<001).
CHANGES IN INDIVIDUAL SYMPTOMATOLOGY
Such an overall comparison does not take into account changes in the symptomatology of individual patients. Of the total patient group, 83 (40%) had no gastrointestinal symptoms throughout the period of study. metronidazole perioperatively, but no association was observed between this and the development of bowel dysfunction, either six weeks or six months after surgery. A further possibility which merits consideration is that psychological factors may be of importance in development of new symptoms. Hysterectomy may be associated with the onset of anxiety and depression in some women'0 and it is known that psychological disturbance is common in patients with irritable bowel syndrome," 12 although community surveys suggest that psychopathology may influence whether patients present with symptoms rather than cause symptoms directly." ' 4 Constipation was the commonest bowel disturbance after hysterectomy but the mechanism by which hysterectomy may cause this remains speculative. The observation that bladder and bowel dysfunction may occur in the same patients'5 and the finding of abnormalities in rectosigmoid motility in women with constipation after hysterectomy'6 have led to the suggestion that autonomic denervation of the pelvic viscera may occur during surgery. In the present study, however, there seemed to be no correlation between the development of de novo bladder and bowel symptoms. A recent study has also failed to show abnormalities of rectosigmoid motility or rectal sensitivity in women with constipation after hysterectomy. '7 Finally,  although it is now accepted that the pelvic nerves may be damaged during radical hysterectomy, this seems unlikely after vaginal or abdominal hysterectomy. , Hysterectomy could also be implicated in the development of constipation through hormonal changes after oophorectomy as a decrease in plasma oestrodiol and its precursors has been reported in women with constipation.'" However, in keeping with accepted practice, most women undergoing bilateral oophorectomy in the present study were treated with hormone replacement therapy and were thus unlikely to be oestrogen deficient. It is also possible that decreased prostaglandin concentrations after hysterectomy could predispose to bowel dysfunction. Prostaglandins tend to increase bowel frequency and removal of the uterus, which is a potent source of prostaglandins, may therefore result in constipation. It has also been suggested that vaginal hysterectomy with posterior repair may specifically affect bowel function2 but this could not be confirmed in this study.
In conclusion, the results of the present study show that many women with pre-existing gastrointestinal symptoms improve after hysterectomy. De novo symptomatology occurs in 10% of those asymptomatic before surgery and is most often related to constipation. As hysterectomy is a commonly performed procedure, gastroenterologists can expect to see women presenting with bowel disturbance after hysterectomy.
